Abstract Tubercular esophagocutaneous fistula is a rare entity with only about four cases reported so far. We report here a case in a young female who has a very long tract but responded well to antitubercular treatment.
Introduction
Tuberculosis of the esophagus is exceedingly rare, occurring in less than 0.2% of all tuberculosis patients [1] [2] [3] [4] . It usually results from a spread of an adjacent focus, such as the lung or mediastinal nodes, spine, larynx or pharynx and tends to involve the proximal rather than the distal esophagus [1] [2] [3] [4] [5] [6] .The most common presenting symptoms, in addition to the systemic symptoms of tuberculosis, are dysphagia, epigastric pain and odynophagia [7] Esophagocutaneous fistula is a very rare complication of tuberculosis [7] .
Case Report
A 24 year old female of average built presented with a complaint of a non-healing ulcer on the back (Fig. 1) for the last 4 months. She had tried some local medications before approaching the hospital. The patient gave a history of food particles coming out occasionally from the opening, evening rise of temperature and recent loss of weight. Her HIV status was normal. Upper gastrointestinal endoscopy showed an internal opening about 25 cm from the incisor tooth ( Fig. 2 ) Biopsy showed caseating epitheloid granulomas with AFB positivity. Chest x-ray showed complete collapse of the right lung with compensatory left lung hypertrophy (Fig. 3) . The fistula tract was cannulated and fistulogram obtained (Fig. 4) . The patient was subsequently started on antitubercular treatment according to the DOTS regime and on follow-up after 4 months, the discharge from the fistula has stopped and there was no pleural effusion. The patient also gained about 10 kg of weight.
Discussion
Esophageal tuberculosis can be primary or secondary. Usually it is secondary to tuberculous caseation involving the neighboring structures [8] . In the setting of an esophageal stricture or ulceration, swallowed infected sputum can give rise to primary mucosal involvement of the esophagus [8] . In the case reported by Yokoyama et al. [9] , the fistula had resulted from a lung abscess and mediastinal lymphadenopathy and the patient required surgical repair of the fistula. A similar case was described by Xavier et al. [10] in an elderly patient without lung abscess but in whom the mediastinal lymph nodes were the likely source. The patient died due to drug-induced hepato-toxicity. In the case reported by David et al. [11] , long-standing pulmonary tuberculosis with mediastinal lymphadenopathy led to fistula formation. In our patient the likely source could be pulmonary tuberculosis on the right side with mediastinal lymphadenopathy leading to the fistula. CT scan of the thorax could not be done as the patient could not afford the same.
The differential diagnosis of the fistulous tracts of the esophagus includes malignancy, Crohn's disease, radiation injury and trauma. The diagnosis can be confirmed by demonstration of the fistulous tract with radiocontrast studies. Computed tomographic scanning with oral and intravenous contrast is useful to delineate fistulous tracts and mediastinal adenopathy [12] . Pathologic and microbiologic confirmation can be obtained by biopsy and culture of sinus tract endoscopically or percutaneously. Esophageal tuberculosis is reported to respond well to medical treatment in 4-8 weeks [12] [13] [14] but one of the cases reported by Yokoyama et al. required surgery as definitive therapy [9] . Our patient was started on ATT and is doing well. 
